Claim No. 
STATE OF NEW JERSEY, ACCIDENT BLANK 


Report every accident, no matter how small, and in case of fatal accident or serious injury, telephone 
or telegraph at once, giving date of inquest, if any. A compensable occupational disease is to be con- 
sidered an accident. 


This report of accident or occupational disease is to be prepared in TRIPLICATE. The original is to be sent to the Department of 
Labor, Bureau of Industrial Statistics, State House, Trenton, N. J. Carbon copy will not serve. Triplicate copy is to be kept on file by 
the employer. Duplicate copy is to be sent to 


THE EMPLOYERS’ LIABILITY ASSURANCE CORPORATION, LTD. 
1180 Raymond Boulevard - Raymond-Commerce Building 
Newark, N. J. 


FORM “‘C’’. First notice of Accident. For use by insuring employers. 


Number 


j ay of 
i e AS Month........ 


Date report Red : ; 3 (Occupation) 4. (Nationality) 
Leave this line blank ; Bae OE. 6. Age... Arnd: 7. Married 


. Give name of machine or appliance involved 


Was amputation necessary? 


. Give probable period of disability 


. Was medical attention necessary? 


. Exact location of accide 


/)street and pie ee, 


i> LAA 
Made out by 
Before detaching, fill in on FORM “D” names, date of accident, and mail seven days after. 
If ex ployee has resumed work at time of reporting, do not detach. 


(Name of Employer) 


(City or Town) 


. Date seven days after accident. 
Must be mailed on or before 


. Report received. 
Leave this blank 


. If not able to work, give 
probable date of recovery 


. Has any permanent injury resulted? 


. State length of disability, weeks If so, describe fully on back of form 


( 
Date of preparing this hank SAA Made out by 


If employee is still disabled at the time of preparing FORM “C”, fill in names on this supplemental report, detach it and forward same, 
duly completed, on the SEVENTH DAY after the day of the accident, or on the day the injured returns, if he is able to work before the 
expiration of seven days. If employee loses no time, or has returned to work at time of reporting, fill out FORM “D”, but do not detach. 


This report of accident is to be prepared in TRIPLICATE. Mail the criginal (if detached) to the Department of Labor, Compensa- 
tion Bureau, State Office Building, Trenton, N. J. (carbon copy will not serve). Triplicate copy is to be kept on file by the employer. 
Duplicate copy is to be sent to 


THE EMPLOYERS’ LIABILITY ASSURANCE CORPORATION, LTD. 
1180 Raymond Boulevard - Raymond-Commerce Building 
Newark, N. J. 


FORM “D’’, SUPPLEMENTAL REPORT. For use of insuring employers. hen an need of blanks, apply to your insurance carrier, 


13856 Rev. 


